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The letter writers raise an interesting series of questions. From
a screening test performance standpoint, our statistician is pretty
much in agreement with their “fictive” scenario—this is not a
useful screening test in the general sense of the term. Part of the
reason for this is that the test results influence intraoperative
behavior on the part of the surgeons, and so these results are not
treatment independent. This is a violation of the standard assump-
tions for screening tests.
Having said that, these tests do provide physiologic (as op-
posed to simply anatomic) feedback during surgery, and we con-
sider this to be valuable information intraoperatively. We often see
declines in the signals during a case. We respond to the declines
with technical maneuvers, and the signals recover. Clearly some-
thing has happened, we have responded appropriately, and the
normal state has returned. This is vigilant surgical practice, but it
causes havoc with the value of the methods as screening tests,
because left untreated, these intraoperative changes likely would
have resulted in postoperative events. We are muchmore willing to
sacrifice the predictive value of the screening test than to leave a
physiologic abnormality uncorrected.
We agree that it is not good that the somatosensory evoked
potential (SSEP) was negative in five of eight cases of neurologic
deficit. This indicates that the sensitivity is terrible, as we have
reported. We are not suggesting at all that negative SSEPs allow us
to stop paying attention to patients’ neurologic function postop-
eratively. What we are saying is that neither test is of much use
outside the operating room. Therefore, we use the tests as a
technical guide during the case, but we do not consider their
results to mean much of anything thereafter. We do not base
postoperative therapy or vigilance of observation on the results of
these weakly predictive tests.
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Regarding “Abdominal aortic aneurysm diameter: A
comparison of ultrasound measurements with those
from standard and three-dimensional computed
tomography reconstruction”
We read with great interest the study by Manning et al1
comparing computed tomography (CT) scan and duplex ultra-
sound scan for the determination of the maximal aortic diameter in
patients with abdominal aortic aneurysms (AAAs). In a similar
study that we published in 20062 including 322 patients with
AAA, a CT was found to overestimate the maximal aortic diameter
compared with duplex scanning with a mean of 2.73 mm. Themost likely explanation of the phenomenon is that the axial sec-
tions of the CT scan very often represent an oblique cut of the
aneurysm if it is angulated, and most AAAs present a degree of
angulation. Sprouse et al3 showed that when aortic angulation is
more than 25o, a CT scan became unreliable, while duplex mea-
surements were not affected by angulation.
The authors1 did perform a regression analysis model, but
there is no mention of the variable “angulation”. It would be of
great interest to know if angulation was considered as a variable, if
they noticed a greater trend of overestimation in more angulated
anatomies, and if the CT scan constantly overestimated the maxi-
mal aortic diameter even in aneurysms with no angulation at all.
Ilias Dalainas, MD, PhD
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We thank Dr Dalainas for his interesting comments. In their
previous study to which he refers, Dalainas et al compared maximal
ultrasound (US) scan diameter with maximal axial diameter on
computed tomography (CT) (diameter of the maximal ellipse)
only.1 Differences between diameter measurement in different
planes for the same aneurysm are of course related to angulation of
the aneurysm, as the authors points out (though we prefer the term
tortuosity), and also to noncylindrical cross-sectional diameter. In
fact, the diameter of the maximal ellipse is the most sensitive to
tortuosity, and so it is probably the least reliable measurement to
take. It is for this reason that the diameter perpendicular to the
centerline of flow (PCLF) has been advocated as the preferred
modality by the Society for Vascular Surgery,2 as at least theoreti-
cally, this should minimize the effect of tortuosity on accurate
diameter measurement.
In our analysis, we did not use maximal US scan diameter in
any axial direction, as used in the series of Dalainas et al, but rather
maximal anterior-posterior (AP) diameter (as was used in the UK
Small Aneurysm Trial).3 Maximum US scan diameter in any axial
direction will always be at least the same as the maximum AP
diameter and usually bigger. We found the mean difference be-
tweenUS-AP andCT scanmeasured at themaximal ellipse was 9.6
8 mm. While the difference was smaller for CT PCLF (7.3  7
mm), it remains significant, suggesting that tortuosity is either not
fully corrected by CLF models, or other factors such as US scan
technique are of relevance, as we discuss. We fully accept that a
more tortuous aorta will decrease the reliability of axial CT scan
measurements (as has been previously reported).4 While analysis of
how more or less tortuosity might relate to inaccuracy of measure-
ments made on axial CT scan might be of interest, it was never the
aim of our study. Therefore, we did not attempt to quantify aortic
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in the above letter. Rather we have analyzed the US scan and
multiple CT scan measurements for the same aneurysm, in an
attempt to quantify the differences that exist and to provide
guidance on how to measure aneurysm diameter in the context of
currently recommended reporting standards, and of previous trials
on which decisions to intervene are based.
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Why is the last name of William Stewart Halsted
misspelled as “Halstead”?
To keep the following in proper perspective, one might ask
why the mistake in spelling the last name of William Stewart
Halsted continues to be made as frequently as can be documented.
The title of the informative and interesting Surgical Ethics Chal-
lenges by Dr Lois A. Killewich is, “The Impaired Surgeon: Revis-
iting Halstead” in the Journal of Vascular Surgery (2009;50:440-1).
It is unfortunate that the last name is misspelled three more times
as “Halstead” in the text as it is in the title, continuing to perpet-
uate the misspelling of the last name of William Stewart Halsted,who made his many valuable contributions to surgery in general at
the Johns Hopkins Hospital.1
Because we hosted the 83rd Annual Meeting of the Halsted
Society in Bethesda, Maryland/Uniformed Services University of
the Health Sciences, September 23-26, 2009, I am sensitive to the
correct spelling of the last name ofWilliam StewartHalsted. All too
often, members of our support staff choose the spelling of “Hal-
stead,” much to my frustration. Even more ironically, the misspell-
ing of Halsted’s last name has been made in recent years at the
Annual Meeting of the Halsted Society itself, with one of the gifts
given to attending members as a memento with Halsted last name
spelled “Halstead.” I have noted over the years that the misspelling
of Halsted’s last name can be identified in a number of other
publications.
We in medicine strive for accuracy and the truth. Appreciating
that Halsted is widely known as the “Father of American Surgical
Education,” we should do all that we can to ensure that his name
is spelled correctly. I have had a 45-year struggle trying to convince
my colleagues that the term “shrapnel” is one of the most misused
terms in the English language.2 The answer given to me, fre-
quently, is that usage can make change. I doubt that anyone would
want to change the spelling of the last name of Halsted.
My first hero was Otto E. Utzinger, an Arizona mining town
physician who actually delivered me, who was a 1914 Johns
Hopkins graduate. He taught me about Halsted and Holman
when I was still in high school. However, I still made a typograph-
ical error about 35 years ago. I received a letter from Dr C. Rollins
Hanlon as the Director of our American College of Surgeons at the
time, pointing out to me that, yes, there was a Dr Halstead;
however, he had practiced in the Midwest many years ago. Dr
Hanlon encouraged me, as I now encourage the readership of the
JVS, to support the correct spelling of William Stewart Halsted’s
last name.
Norman M. Rich, MD, FACS, DMCC
Leonard Heaton and David Packard Professor
Uniformed Services University of the Health Sciences
Bethesda, Md
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